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Background: Management of asymptomatic popliteal aneurysm is controversial, and the prognosis for acutely thrombosed
aneurysm is notoriously poor. We evaluated the management and outcome for popliteal aneurysm.
Patients and methods. A retrospective review of all patients with popliteal aneurysm between 1988 and 2000 was carried
out. Fifty-two limbs were operated on in 41 patients. Data collected included findings at presentation, operative details,
graft patency, limb salvage, complications, and 30-day mortality.
Results. Initial findings included acute ischemia (n 14), no symptoms (n 29), acute rupture (n 2), chronic ischemia
(n  5), and symptoms of nerve or vein compressive (n  2). All patients with symptomatic aneurysms and 22 patients
with asymptomatic aneurysms (21 larger than 2 cm in diameter, 1 with thrombus at duplex ultrasound scanning)
underwent surgery as first-line treatment. Of the 7 patients with asymptomatic aneurysm managed with surveillance with
duplex ultrasound scanning, acute ischemia developed in three, 1 aneurysm ruptured, compressive symptoms developed
in 1, and 2 remained asymptomatic but required surgery because of aneurysm enlargement (>2 cm). Of the 17 patients
with acute ischemia, 13 had neurologic signs and underwent immediate thromboembolectomy (trifurcation alone in 8,
ankle-level arteriotomy in 4) and bypass grafting (n  12) or inlay grafting (n  1), and the other 4 underwent
intra-arterial thrombolysis initially. Of these 4 procedures, 2 were successful and had elective surgery; the other 2 required
urgent surgery because of secondary distal embolism and failure of recanalization. Thirteen of the 17 grafts were to the
crural vessels. Bypass grafting (medial approach) was used in 16 of the 17 patients with acute ischemia, all 5 patients with
chronic ischemia, and the 8 patients with no symptoms. An inlay technique (posterior approach) was used in 16 patients
with no symptoms, the 3 patients with symptoms of nerve or vein compression, and 1 patient with acute ischemia. The
distal anastomoses were to the below-knee popliteal artery in 35 patients and the crural arteries in 15 patients, using
autologous vein. Two of the patients with rupture underwent ligation alone, the other undergoing bypass grafting in
addition. The overall 5-year primary patency rate was 69%, secondary patency rate was 87%, and limb salvage rate was
87%. Limb salvage was achieved in 14 of the 17 patients with acute ischemia. Patients with asymptomatic aneurysms had
better secondary graft patency (100%) compared with symptomatic aneurysms (74%; P < .01). Acute ischemia, technique
used, and crural artery grafts were not predictors of graft failure with either univariate or multivariate analysis.
Symptomatic aneurysms were associated with more postoperative complications and greater 30-day mortality (4 of 28 vs
0 of 24).
Conclusion. Thromboembolectomy followed by crural bypass grafting is an effective treatment for popliteal aneurysm
with severe acute limb ischemia. Outcome is better with surgical management of asymptomatic popliteal aneurysm
compared with symptomatic aneurysm. (J Vasc Surg 2003;37:586-93.)
Surgery to treat popliteal aneurysm is important in the
history of vascular surgery. In 200 BC Antyllus described
ligation of the aneurysm followed by packing of the sac,
allowing it to heal by secondary intention.1 The importance
of the technique is not limited to popliteal aneurysm.
Techniques used for surgery of the abdominal aorta were
developed from those used initially for popliteal aneurysm.
Management of popliteal aneurysm throughout history has
been surgical both for prevention and management of
complications.
Despite this wealth of knowledge, the optimal manage-
ment of popliteal aneurysm remains unclear. Issues such as
management of asymptomatic popliteal aneurysm and
thromboembolic complications remain controversial. This
is important because limb salvage is notoriously low in
patients with symptomatic aneurysm, particularly those
with ischemia and hemorrhage.
For patients with asymptomatic aneurysm, limb salvage
has been reported by many authors as 90% or greater at 5
and 10 years. Most advocates of conservative management
suggest that the rate of complications sustained by patients
with popliteal aneurysm smaller than 2 cm is low. Therefore
these authors suggest that surgery is not warranted to treat
aneurysm below this threshold.2-6 In addition, thrombol-
ysis is effective for limbs complicated by acute ischemia,
although more recent reports question its efficacy because
therapy was ineffective in 14% to 23%.7,8 In contrast, en-
thusiasts of surgical intervention have shown that the com-
plication rate in patients who receive conservative manage-
From the Department of Vascular Surgery, University Hospital, Birming-
ham NHS Trust, Selly Oak Hospital, Birmingham, England.
Competition of interest: none.
Presented at the Thirteenth Annual Meeting of the European Chapter of the
International Union of Angiology, Cologne, Germany, May 2001.
Reprint requests: Mr R. K. Vohra, Consultant Vascular Surgeon, Depart-
ment of Vascular Surgery, University Hospital, Birmingham NHS Trust,
Selly Oak Hospital, Birmingham, B29 6JD England (e-mail:
rajiv@vohra.org.uk).
Copyright © 2003 by The Society for Vascular Surgery and The American
Association for Vascular Surgery.
0741-5214/2003/$30.00  0
doi:10.1067/mva.2003.141
586
ment is high and that the outcome of surgery in
symptomatic aneurysm is poorer than that for asymptom-
atic aneurysm.9-11 It is also argued that, although long-
term graft patency may not be good, limb salvage is
achieved if the graft remains patent for more than a year.9
To assess the efficacy of management of popliteal aneu-
rysm and to identify risk factors associated with graft failure,
a retrospective case note review was carried out that in-
cluded all patients presenting with popliteal aneurysm from
1988 to 2000.
METHODS
A list of all patients with popliteal aneurysms was con-
structed from a combination of individual surgeons’
records collected prospectively and the hospital data base to
identify those who received conservative treatment.
Details of surgery were recorded, including method of
reconstruction (inlay or bypass graft), level of distal anasto-
mosis, and conduit used. Popliteal aneurysms were diag-
nosed with duplex ultrasound scanning, and were defined
as arterial diameter 11⁄2 times the diameter of the superficial
femoral artery. Surgery was performed by four consultant
vascular surgeons. Immediate postoperative assessment of
graft patency was made by hand-held Doppler scanning
and palpation of the pedal pulses, and graft surveillance was
carried out with duplex ultrasound scanning.
Statistical analysis. Graft patency and limb salvage
were calculated as recommended by the reporting stan-
dards committee of the International Society for Cardio-
vascular Surgery with the Kaplan-Meier method.12 Risk
factors for graft failure were assessed with the log-rank test
for univariate analysis, and the same factors were entered
into a Cox regression model for multivariate analysis.13 P
.05 was inferred as statistically significant (SPSS, version
10).
RESULTS
Patient data
In a consecutive cohort of patients, 52 limbs in 41
patients (38 men, 3 women) underwent surgical recon-
struction because of popliteal aneurysm. Median patient
age was 68 years. History included contralateral popliteal
aneurysm in 18 (44%) patients, aortic or iliac aneurysm in
11 (27%), femoral aneurysm in 6 (15%), and profunda
artery aneurysm in 1 (2%). Of those with bilateral aneu-
rysms, 11 patients underwent repair of both aneurysms at
our institution; 7 underwent the first repair elsewhere. In
the former group, both aneurysms were repaired simulta-
neously in 6 patients, whereas in 4 patients the contralateral
repair was carried out months after surgery because of acute
ipsilateral aneurysm. In another patient a contralateral an-
eurysm developed 4 years after the initial repair.
Presentation
Twenty-nine aneurysms were asymptomatic at initial
presentation. Twenty-two patients underwent surgery im-
mediately with surgical indications of sac diameter larger
than 2 cm in 21 limbs and a smaller aneurysm with throm-
bus, detected at duplex ultrasound scanning, in the remain-
ing patient. A subgroup of 7 asymptomatic aneurysms were
initially managed conservatively, with surveillance with du-
plex ultrasound scanning, because the sac diameter was less
than 2 cm and no thrombus was present. All 7 patients
eventually required surgery at median follow-up of 14
months. Acute ischemia developed in 3 patients; symptoms
of nerve or vein compression developed in 1 patient; and
the aneurysm ruptured in 1 patient, presenting as an emer-
gency between follow-up visits. The remaining 2 aneu-
rysms remained asymptomatic, but surgery was required
because of increase in size (2 cm).
Of 23 patients with symptomatic aneurysms at initial
presentation, 14 had acute ischemia and 5 had chronic
ischemia; 2 aneurysms ruptured, neither of which was
mycotic; and 2 had symptoms of nerve or vein compression.
One of the latter had a swollen leg with signs of venous
hypertension, as well as foot drop from compression of the
common peroneal nerve.
Management
Acute ischemia. Of the 17 patients with acute ischemia,
aneurysm thrombosis and distal embolism were present in 12,
thrombosis alone in 4, and embolism alone in 1. Thirteen
patients had severe ischemia requiring urgent surgery. Twelve
of these 13 patients underwent embolectomy (trifurcation
alone in 8 and together with retrograde embolectomy in 4,
with ankle level arteriotomy) and bypass grafting, with fas-
ciotomy in 6. One patient underwent embolectomy followed
by inlay grafting. Four patients with thrombosis alone did not
have neurologic signs and received intra-arterial thrombolysis
as first-line treatment. Two of these were successful, requiring
elective bypass procedures to the below- knee popliteal artery;
the other 2 required immediate crural bypass grafting because
of failure of progression of recanalization and distal embolism.
Of these latter 2 patients, 1 died within 30-days of broncho-
pneumonia; in the other patient a successful graft was not
compromised by initial management with thrombolytic ther-
apy.
Approach and method of reconstruction. Fifty graft
procedures (30 bypass, 20 inlay) were carried out. Of the
bypass grafts, 15 were anastomosed to the below-knee
popliteal artery and 15 to the crural arteries (Table I).
Indications for anastomosis to the crural arteries were
acutely ischemic limbs in 13 patients and asymptomatic
limbs in 2 patients. A posterior approach and inlay tech-
nique was used in 16 patients without symptoms, 1 with
acute ischemia, and all 3 with symptoms of nerve or vein
compression. A medial approach and bypass technique was
used in all 5 patients with chronic ischemia, 8 with no
symptoms, and 16 with acute ischemia. Among patients
with ruptured aneurysms, 2 underwent ligation through
the posterior approach, and 1 patient received an in situ
saphenous vein bypass graft. Of patients who underwent
ligation, 1 had undergone the procedure electively 2 years
previously at another institution, where a medial approach
was used. Despite this, the aneurysm ruptured. The limb
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had good collateral circulation, and therefore bypass recon-
struction was not indicated. The other patient was not a
candidate for a lengthy bypass procedure, because of severe
cardiac failure and life- threatening hemorrhage that war-
ranted a rapid procedure with ligation alone. Although
elective surgery was planned after optimization of cardiac
function, the patient died 4 days postoperatively of myo-
cardial infarction.
Conduit. Autologous vein was always used as the con-
duit, with reversed long saphenous vein used most com-
monly (Table I). One patient required a composite (poly-
tetrafluoroethylene and vein) sequential bypass graft
because of the short length of vein.
OUTCOME
The overall 5-year primary patency rate was 69%, sec-
ondary patency rate was 87%, and limb salvage rate was 87%
(Tables II and III; Figs 1-3). The overall 30-day mortality
was 7.7% (4 of 52). Risk factors for graft failure were
evaluated, ruptures excluded (Table IV). Median follow-up
was 26 months postoperatively.
Symptomatic aneurysms
Two patients with acute ischemia and one with a rup-
tured aneurysm died early. Five of the grafts in patients with
acute ischemia occluded early. In 1 of these patients the
limb was unsalvageable and was amputated; the remaining
4 were managed successfully with thrombolysis, prostacy-
clin infusion, thrombectomy and jump graft, and graft
thrombectomy and microtibial embolectomy via ankle level
arteriotomy over tibial vessels, respectively. Another 2 pa-
tients required limb amputation at 12-month follow-up.
Acutely ischemic limbs had a cumulative 5-year secondary
patency of 80% (Fig 4) and a 30-day mortality of 11.8% (2
of 17). In the group with chronic ischemia, 1 patient
underwent repair of a coexistent abdominal aortic aneu-
rysm at the same time, which led to multiple organ failure
and death (Table V).
In 1 patient in whom a ruptured aneurysm was ligated,
a persistent sinus developed, which required multiple pro-
cedures over 2 years for removal of thrombus and debride-
Table I. Method of reconstruction, site of distal anastomosis, and type of conduit used
Technique Distal anastomosis
Number
of limbs Conduit
Number
of limbs
Inlay graft LSV in situ 18
Popliteal 20 LSV reversed 18
Bypass graft SSV reversed 12
Below knee popliteal artery 15 Basilic vein reversed 1
Peroneal artery 8 PTFE-LSV sequential 1
Posterior tibial artery 5
Anterior tibial artery 1
Both tibial arteries 1
Ligation 2
Total 52 Total 50
LSV, Long saphenous vein; SSV, short saphenous vein; PTFE, polytetrafluoraethylene.
Table II. Kaplan-Meier table for primary graft patency
Time Status
Cumulative
survival
Standard
error
Cumulative
events
Number
remaining
.00 1.00 1 48
.00 1.00 2 47
.00 1.00 3 46
.00 1.00 4 45
.00 1.00 5 44
.00 1.00 6 43
.00 1.00 .8571 .0500 7 42
.50 .00 7 41
1.00 1.00 .8362 .0530 8 40
2.00 1.00 9 39
2.00 1.00 .7944 .0580 10 38
2.00 .00 10 37
9.00 1.00 .7730 .0603 11 36
9.00 .00 11 35
10.00 .00 11 34
12.00 1.00 12 33
12.00 1.00 .7275 .0647 13 32
12.00 .00 13 31
12.00 .00 13 30
14.00 .00 13 29
15.00 .00 13 28
17.00 .00 13 27
21.00 .00 13 26
23.00 .00 13 25
24.00 .00 13 24
24.00 .00 13 23
24.00 .00 13 22
24.00 .00 13 21
24.00 .00 13 20
24.00 .00 13 19
26.00 1.00 .6892 .0718 14 18
26.00 .00 14 17
35.00 .00 14 16
35.00 .00 14 15
36.00 .00 14 14
36.00 .00 14 13
39.00 .00 14 12
41.00 .00 14 11
44.00 .00 14 10
48.00 .00 14 9
58.00 .00 14 8
60.00 .00 14 7
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ment. Of the other 2 patients with ruptured aneurysm, 1
died within 30 days. In another patient foot drop devel-
oped after emergency surgery because of an acutely
ischemic limb, despite fasciotomy. The patient who ini-
tially had nerve compression continued to have persis-
tent foot drop.
Symptomatic aneurysms had significantly worse sec-
ondary graft patency at univariate analysis (Fig 3). Statisti-
cal significance was not reached when acute ischemia was
evaluated as a risk factor for graft failure, suggesting that
acute ischemia by itself may not explain the worse graft
patency associated with symptomatic aneurysm (Fig 4).
However, a type II error cannot be discounted, because of
the small numbers involved. Other evaluated risk factors
did not reach statistical significance, although there was a
trend for inlay technique, short saphenous vein use, and
nondistal grafts to do better (Table IV).
Asymptomatic aneurysms
Three graft thromboses occurred within 2 months of
surgery, 1 occurring early, within 30 days. Subsequent
thrombectomy was successful in all three. Two arterio-
venous fistulas developed from in situ grafts, requiring
ligation with the patient under local anaesthesia. There
were no deaths in this group.
DISCUSSION
Management of popliteal aneurysm requires attention
because of the risk of limb loss, limb dysfunction associated
with nerve or vein compression, and mortality due to
rupture. Open surgical techniques have been the mainstay
of treatment, but endovascular stents have also been used
with some success. However, the numbers have been small,
and long-term data regarding the durability of these devices
is not available.14,15 Henry et al14 showed that popliteal
stents are not as effective as for iliac or femoral aneurysm,
because of mobility of the knee joint.
Limbs may become acutely ischemic due to a combina-
tion of popliteal thrombosis and distal embolism. Various
options are available to the surgeon for management of
such cases. Thrombolysis may be used preoperatively, fol-
lowed by bypass grafting. Carpenter et al16 found this
effective, reporting a limb salvage rate of 100% for combi-
nation treatment compared with 57% for surgery alone.
However, details of runoff clearing procedures were not
given for the latter technique.16 Preoperative intra-arterial
thrombolysis should not be considered in every case, be-
cause in the presence of neurologic signs it is associated
with a poor outcome and immediate surgery is required.
This technique is not to be taken lightly. Galland et al17
reported a 13% risk for distal embolism in popliteal aneu-
rysm, compared with 2% in patients with acute ischemia
due to occlusive disease. Nevertheless, thrombolysis may be
used intraoperatively to clear the calf and foot arteries, but
may not be effective in dislodging well-packed clot with
clearance rates of only 58% to 66%.16,18,19 Although there
is the theoretical risk for stroke as well as systemic bleeding,
in practice these effects have been minimal when low-dose
lytic agent is used. Isolated limb perfusion thrombolysis has
been described to minimize systemic effects with higher
doses of agent, but the numbers have been too small for any
meaningful conclusions.20 The standard technique used in
our institution is to clear the calf runoff with trifurcation
embolectomy in combination with retrograde embolec-
tomy with ankle-level arteriotomy, if required. With early
and 5-year limb salvage rates of 94% and 80%, respectively,
our results are comparable with those techniques using
thrombolysis alone or combined either preoperative or
intraoperative thrombolysis followed by surgery.19,21,22
Management of asymptomatic aneurysm remains con-
troversial. Proponents of conservative treatment have
treated popliteal aneurysm nonsurgically. Hands and Col-
lins3 reported that in a group of 7 patients with asymptom-
Table III. Kaplan-Meier table for secondary graft
patency
Time Status
Cumulative
survival
Standard
error
Cumulative
events
Number
remaining
.01 1.00 1 48
.01 1.00 .9592 .0283 2 47
.01 .00 2 46
.50 .00 2 45
2.00 .00 2 44
9.00 .00 2 43
10.00 .00 2 42
10.00 .00 2 41
12.00 1.00 3 40
12.00 1.00 .9124 .0420 4 39
12.00 .00 4 38
12.00 .00 4 37
12.00 .00 4 36
14.00 .00 4 35
14.00 .00 4 34
15.00 .00 4 33
17.00 .00 4 32
21.00 .00 4 31
21.00 .00 4 30
23.00 .00 4 29
24.00 .00 4 28
24.00 .00 4 27
24.00 .00 4 26
24.00 .00 4 25
24.00 .00 4 24
24.00 .00 4 23
24.00 .00 4 22
26.00 1.00 .8709 .0570 5 21
26.00 .00 5 20
26.00 .00 5 19
35.00 .00 5 18
35.00 .00 5 17
36.00 .00 5 16
36.00 .00 5 15
39.00 .00 5 14
41.00 .00 5 13
41.00 .00 5 12
44.00 .00 5 11
48.00 .00 5 10
48.00 .00 5 9
58.00 .00 5 8
60.00 .00 5 7
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atic aneurysm treated conservatively, no complications de-
veloped, although all of the patients had died by 6-year
follow-up. Whitehouse et al4 and Shellack et al5 also treated
small aneurysms conservatively, with only a 0% to 9% inci-
dence of developing symptoms. In contrast, of the 7 pa-
tients initially treated conservatively in our series, acute
Fig 1. Cumulative primary patency.
Fig 2. Cumulative secondary patency.
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ischemia developed in 3, the aneurysm ruptured in 1, and
venous compression and ulceration developed in another,
despite the aneurysms being small and found early. Simi-
larly, Dawson et al9 reported a 57% incidence of complica-
tions in asymptomatic aneurysms that were 2 cm or larger
in diameter that were treated conservatively at 2-year fol-
low-up. In a multicenter study, Varga et al24 reported that
18 of 56 aneurysms, some small, treated conservatively
required surgery at 22-month follow-up, compared with all
7 aneurysms treated conservatively in our study.
Our experience is similar to that of advocates of surgical
intervention, with asymptomatic aneurysm achieving a bet-
ter outcome than symptomatic aneurysm. In 71 limbs,
Dawson et al9 reported 10-year secondary graft patency of
Fig 3. Cumulative secondary patency comparing symptomatic aneurysms (continuous line) and asymptomatic aneu-
rysms (dashed line). Ruptured aneurysms have been excluded. P  .01, log-rank test.
Table IV. Evaluation of risk factors for graft failure
Risk factor Number
Cumulative secondary patency (mo)
P* P†12 24 36 48 60
Symptomatic 25 81 81 74 74 74 0.01 0.93
Asymptomatic 24 100 100 100 100 100
Crural graft 15 93 76 76 76 76 0.12 0.95
Noncrural graft 34 97 97 91 91 91
Acute ischemia 17 94 80 80 80 80 0.21 0.94
Nonacute ischemia 32 97 97 90 90 90
Bypass graft 29 93 85 80 80 80 0.07 0.95
Inlay graft 20 100 100 100 100 100
Conduit
LSV 36 88 84 84 84 84 0.22 0.98
SSV 12 100 100 100 100 100
LSV, Long saphenous vein; SSV, short saphenous vein.
*Univariate analysis, log-rank test.
†Multivariate analysis, Cox regression.
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66% and limb salvage rate of 100% in patients with chronic
ischemia, compared with a secondary patency rate of 60%
and limb salvage rate of 60% in those with acute ischemia.
Shortell et al,11 in 51 limbs, reported 5-year patency and
limb salvage figures of 92% and 100%, respectively, for
patients with asymptomatic aneurysm, compared with 39%
and 84% for those with limb-threatening ischemia. Simi-
larly, Sarcina et al, in 67 limbs, reported 10-year patency
and limb salvage rates of 78.2% and 87.4%, respectively, in
asymptomatic cases, compared with 67.2% and 74.6% in
patients with critically ischemic limbs.10
Indications for surgical intervention for asymptomatic
popliteal aneurysm have varied. Lowell et al25 reported
aneurysm diameter of 2 cm, presence of thrombus, and
poor runoff as risk factors for complications in a group of 67
aneurysms treated conservatively. In contrast, Inahara and
Toledo23 found no significant correlation between aneu-
rysm sac diameter and risk for complications. Michaels and
Galland26 showed that a Markov decision tree can be
effective in deciding which patients should receive conser-
vative management.
A medial approach was used in limbs with acute and
chronic ischemia. This allows easier access to distal arteries and
enables vein to be harvested from the same incision. However,
there is a small risk for continued aneurysm expansion from
unligated feeding vessels. A medial approach with bypass
grafting or posterior approach with inlay grafting may give
comparable results in asymptomatic cases. With the posterior
approach, all vessels can be ligated.27 In addition, this ap-
proach enables aneurysmectomy, which is especially impor-
tant in saccular aneurysms. The disadvantage of the posterior
approach is inability to harvest long segments of vein through
the same incision and difficulty in exposing aneurysms that
extend to the femoral artery. Although Ouriel27 reported
good results with the posterior approach in occlusive disease
that required bypass graft anastomosis to the proximal third
crural vessels, this approach may make access to distal third
crural arteries difficult.
Fig 4. Cumulative secondary patency comparing aneurysms with acute ischemia (continuous line) and those without
acute ischemia (dashed line). P  .21, log-rank test.
Table V. Complications and 30-day mortality
Acute
(n  20)
Chronic
(n  8)
Asymptomatic
(n  24)
Complications
Wound infection 2
Foot drop 1 1
Amputation 4* 1
Persistent sinus 1
Arteriovenous fistula 2
30-Day mortality 3 of 20 1 of 8 0 of 24
*Acute ischemia, 3; aneurysm rupture, 1.
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Graft patency depends on many factors. Unfavorable fac-
tors with popliteal aneurysm surgery include bypass grafting
below the knee and occluded runoff.9,17 Contrary to this,
distal reconstruction was not a significant risk factor for graft
failure in our study. This may be related to the use of autolo-
gous venous conduits only and to clearance of calf and digital
vessels with trifurcation with or without ankle-level embolec-
tomy, in the presence of emboli. Every effort is made to use a
venous conduit in our center when lower limb vein is not
available. The cephalic or basilic veins are used and a compos-
ite sequential bypass carried out if sufficient autologous vein is
unavailable for an all-venous conduit. Alternative conduits
such as short polytetrafluoroethylene grafts and superficial
femoral artery may also yield satisfactory results.10,28
The diagnosis of ruptured aneurysm may be con-
fused with other causes of acute limb pain, eg, acute deep
venous thrombosis, acutely ischemic limb, and ruptured
Baker’s cyst. The diagnosis is important because rupture
can threaten both limb and life. Aneurysms may continue
to expand, causing compression of popliteal fossa struc-
tures and rupture if all feeding vessels are not ligated.
This was highlighted by a case in our study in which the
aneurysm ruptured after ligation through a medial ap-
proach. Ruptured aneurysms may be managed with liga-
tion, bypass grafting, or inlay grafting. Ligation is quick
and is suited for use in the patient who would not survive
a lengthy definitive procedure. Percutaneous stenting
has also been reported to be successful to this end.29
In patients with bilateral popliteal aneurysms, the con-
tralateral aneurysm can be managed either with simulta-
neous surgery, initial unilateral repair with delayed surgery
for the contralateral side, or conservatively. Englund et al30
reported a poor outcome in 7% of contralateral aneurysms
managed surgically, in contrast to 50% of those managed
conservatively until becoming symptomatic. Jackaman et
al31 reported a good outcome with an aggressive surgical
approach to the contralateral aneurysm.
In conclusion, embolectomy followed by femorocrural
bypass grafting is effective management in limbs with acute
ischemia due to popliteal aneurysm. In addition, surgical
treatment produces better early and long-term results in
asymptomatic popliteal aneurysm than in symptomatic an-
eurysm.
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